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ABSTRACT
Objective: To evaluate risk disparities and risk factors for infant mortality among adolescent
childbearing age groups.
Methods: We combined the 1995 and 1996 comprehensive U.S. birth cohorts provided by
the National Center for Heath Statistics. Our analysis included 777,762 singleton, first births
to women aged 12–19 years linked to 4631 infant deaths. We used both bivariate comparisons
and multivariable logistic regression for our analysis, with infant mortality as our main out-
come measure.
Results: Rates of infant mortality are substantially higher for #15-year-olds (8.1/1000 live
births) compared with 16–17-year-olds (6.3/1000 live births) and 18–19-year-olds (5.4/1000 live
births). Even after adjusting for risk factors associated with poor outcomes, including alco-
hol use, tobacco use, and prenatal care use, the risk for infant mortality was 1.6 (95% confi-
dence interval [95% CI] 1.4, 1.7) times greater for infants of mothers #15 years old as com-
pared with those mothers 18–19 years old. In the #15-year-old group, 62% of fathers were not
reported on the child’s birth certificate. Not reporting the father was associated with a 24%
increased risk for infant mortality after adjusting for maternal and infant risk factors.
Conclusions: Childbearing in #15-year-olds is associated with a substantial increased risk
for infant mortality compared with childbearing in older adolescence. This study suggests
that not reporting the father on a birth certificate is a potential risk marker. Risk differences
among adolescent age groups may be important to consider when creating tailored interven-
tion and prevention strategies.
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ADOLESCENT CHILDBEARING has been associatedwith increased risks for poor birth outcomes,
including preterm delivery, low birth weight, and
infant mortality.1–4 Causes for the poorer birth
outcomes in adolescents have been ascribed to
lower rates of adequate prenatal care,5 poor
weight gain and nutrition,6 higher rates of to-
bacco use, high-risk health behaviors,7 and so-
cioeconomic background characteristics.8
For the most part, teen pregnancy and child-
bearing studies refer to 15–19-year-old mothers
and do not often include childbearing in adoles-
cents ,15 years old. Studies investigating specific
adolescent age groups, comparing one group to
another, often do not include the youngest ado-
lescent mothers even though there is evidence
suggesting that among the total population of
teens, younger teens may be at higher risk for low
birth weight and preterm delivery.3,9,10
Infant mortality, defined as a death within the
first year after a live birth, is the least frequently
studied birth outcome because infant death is a
relatively rare event. Most studies involving in-
fants born to adolescent mothers have been lim-
ited in their analysis of infant mortality by sam-
ple size. Specifically, the risk for infant mortality
in infants born to the youngest adolescent moth-
ers is often obscured because of small sample size.
The marked increased risk for infant mortality
in black populations compared with white pop-
ulations across the childbearing age span is well
documented.8 It is still unclear, however, whether
risk differences exist among adolescents within
specific maternal racial/ethnic groups. We do not
know if the youngest mothers in different racial
groups have the same risk for poor birth out-
comes.
Investigations have also shown a difference 
between birth outcomes in Mexican American
populations and non-Hispanic white popula-
tions. The risk for poor birth outcomes is lower
among Mexican Americans when compared with
whites.11,12 Still, we know little about the risk dif-
ferences among adolescent age groups within the
Mexican American population.
The role of men in adolescent childbearing and
birth outcomes has received national atten-
tion.13,14 One study examining the impact of pa-
ternal involvement, defined as the father’s iden-
tification on the birth certificate, found that the
absence of the father’s name was a potential risk
factor for low birth weight and infant mortality
in unmarried women of all ages.15 One potential
theory to support using the father’s name on the
birth certificate as a marker for paternal involve-
ment is that if a father is not willing to have his
name put on the child’s birth certificate, he may
not be involved in the child’s care. As teens were
grouped as ,20 years old in the studies involv-
ing paternity, we do not know if risk differences
existed within the teen population.
Given that the rates of poor birth outcomes
(low birth weight and preterm delivery) are
higher in the youngest adolescent mothers, we
hypothesize that children born to mothers #15
years old are at greater risk for infant mortality
compared with children born to older adolescent
mothers. For our study, we evaluated the differ-
ences in the risks for infant mortality among ado-
lescent age groups in the United States, specifi-
cally among #15-year-olds,16 16–17-year-olds,
and 18–19-year-olds. We investigated the differ-
ences among these age groups within the three
major U.S. racial/ethnic groups: non-Hispanic
white, non-Hispanic black, and Mexican Ameri-
cans. Because paternal involvement in childrear-
ing may be a protective factor, we investigated
the impact of missing information about the fa-
ther of the infant as a possible risk marker for in-
fant mortality.
MATERIALS AND METHODS
We combined the 1995 and 1996 comprehen-
sive U.S. birth cohorts from the U.S. Department
of Health and Human Services, Centers for Dis-
ease Control and Prevention and National Cen-
ter for Health Statistics. These datasets include all
births in the United States in 1995 and 1996 (ap-
proximately 4 million births per year). These
datasets link infant death certificate information
to respective birth certificates.
We limited our analysis to liveborn singleton,
first births to mothers aged 12–19 years (n 5
777,762). Maternal age is a computed variable in
this file. We excluded births to girls #11 years old
because they accounted for only 32 births in 1995
and 16 births in 1996. We excluded births at ,24
weeks gestation and ,500 g because these fetuses
have uncertain viability. We limited the dataset
to singleton first births to avoid the potential con-
founding present with the known increased risk
for poor birth outcomes associated with multiple
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births and second births to adolescents.17,18 In the
data file, infant deaths are defined as deaths oc-
curring any time within the first year after birth
(n 5 4631).
We assessed adequacy of prenatal care utiliza-
tion using the R-GINDEX measure for prenatal
care use, which takes into account the onset of
prenatal care, number of prenatal visits, and ges-
tational age at birth.19 In our analysis, we created
an indicator variable that included inadequate
prenatal care and no prenatal care together with
a comparison made to adequate and intermedi-
ate prenatal care. Missing information regarding
prenatal care was not included in the regression
analysis (3% of records). Self-reported tobacco
use and alcohol use during pregnancy were ana-
lyzed as dichotomous variables (present com-
pared to absent during pregnancy), with missing
information excluded from the regression analy-
sis (18% of records with missing information on
tobacco use and 14% with missing information on
alcohol). The majority of missing information was
from California (13.1% of births in this dataset),
which does not include information about to-
bacco and alcohol use on birth certificates. A
smaller number of uniformly missing informa-
tion was from South Dakota (0.2% of births),
which does not include information on tobacco
and alcohol use, and from Indiana (2.4% of
births), which does not include information about
tobacco use. This needs to be considered when
interpreting the adjusted analysis. Birth weight
was analyzed as a continuous variable.
Father’s age is an item on every birth certifi-
cate in the United States with variability in re-
porting rates. When the mother is married, the fa-
ther is routinely reported on the birth certificate.
In the majority of states (although the specific re-
quirements vary), however, when the mother is
single, the father must present himself and some
form of identification in order to be reported on
the birth certificate. Because the data base does
not include information about the father’s name
for confidentiality, we used the reported father’s
age as a proxy for whether or not the father was
acknowledged on the birth certificate. Informa-
tion about the father’s age correlated with other
information about the father on the birth certifi-
cate, for example, race/ethnicity (Pearson corre-
lation coefficient 0.9). Missing data for paternity
was analyzed only for single mothers (77% of the
entire sample).
We used SAS version 6.12 for all analyses. We
calculated infant mortality rates (IMR) along with
their standard errors by maternal age and then
performed an analysis of variance (ANOVA) gen-
eral linear model procedure with the Tukey-
Kramer adjustment for multiple comparisons to
confirm previously established age group classi-
fications.16 The following age group classification
appears in the analysis: #15 years old (n 5
76,262), 16–17 years old (n 5 268,817), and 18–19
years old (n 5 432,683). The 18–19-year-old group
was the reference age group for this analysis. Af-
ter determining crude odds ratios (OR) for the en-
tire cohort, we limited the dataset to the three
largest U.S. racial/ethnic groups: non-Hispanic
white (n 5 375,290), non-Hispanic black (n 5
191,488), and Mexican American (n 5 129,736).
We performed separate analyses for each of these
three subgroups.
For the multivariable analysis, the primary out-
come variable was infant mortality. We used lo-
gistic regression techniques to calculate adjusted
ORs for maternal age categories. Our models in-
cluded the following selected risk factors as well
as interaction terms: race/ethnicity, inadequate
prenatal care utilization, self-reported tobacco
use, and self-reported alcohol use. Because the
outcome of infant mortality is a relatively rare
event, the adjusted ORs obtained from these
models approximate adjusted relative risks (RR).
To determine the significance of acknowledged
paternity, logistic regression analysis to evaluate
the association of paternity acknowledgment
with infant mortality was performed for single
mothers by age group. The analysis was adjusted
for maternal race/ethnicity, inadequate prenatal
care utilization, and birth weight. We chose to
control for birth weight in this analysis even
though it is part of the causal pathway in an ef-
fort to determine if low birth weight would ac-
count for the excess risk for infant mortality as-
sociated with paternity acknowledgment in the
youngest age group.
To determine risk factors within the #15-year-
old age group, we performed separate logistic re-
gression analysis for possible risk factors associ-
ated with infant mortality. Inadequate prenatal
care utilization using the GINDEX measure and
no prenatal care were compared to the reference
group of women with adequate or intermediate
prenatal care utilization. Non-Hispanic black
groups were compared with the non-Hispanic
white reference group. Alcohol use and tobacco
use during pregnancy were each compared with
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nonuse. For women who delivered at more than
36 gestational weeks, poor weight gain (,20
pounds) during pregnancy was compared with a
reference group of weight gain of $20 pounds
during the pregnancy. The multivariable logistic
regression for the #15-year-old group alone in-
cluded all these variables in addition to the pa-
ternity acknowledgment variable.
One statistical caveat: This dataset represents
the entire, finite population of births in the United
States for the years 1995 and 1996. Therefore, we
can precisely determine the proportion of infants
who did not survive the first year. However, in
a finite population, this proportion is not neces-
sarily the probability that an infant will not sur-
vive the first year in another time period. The pro-
portion from the whole population in 1995 and
1996 serves as an estimate of the probability for
other infants. As a result, confidence intervals
(CIs) are necessary when we estimate an infant’s
risk of dying during the first year, but such (CIs)
are not used when we describe the patterns of in-
fant deaths for the specific population in our
dataset.
RESULTS
For the years 1995 and 1996, early adolescent
mothers have significantly higher rates of infant
mortality compared with both older adolescent
age groups for each of the three racial/ethnic
groups (Table 1). Among the #15-year-old group,
there is a statistically significant difference (p ,
0.05 using ANOVA analysis) in IMR among all
three racial/ethnic groups, with Mexican Amer-
ican infants having the lowest IMR and non-His-
panic whites having the highest rate. Among the
16–17-year-old age group, Mexican Americans
have lower IMR compared with both non-His-
panic blacks and non-Hispanic whites. However,
the rate for non-Hispanic blacks does not differ
substantially from the rate for non-Hispanic
whites in this age group. In the 18–19-year-old
group, there are differences in IMR among the
three groups, with Mexican Americans having
the lowest rates and non-Hispanic blacks the
highest.
Table 2 shows the crude and adjusted RRs as-
sociated with early adolescent childbearing. The
crude RR for infant mortality associated with
mothers #15 years old is 1.56 (95% CI 1.42, 1.71)
and for mothers 16–17 years old is 1.19 (95% CI
1.11, 1.27) as compared with mothers 18–19 years
old. Stratifying for maternal factors, including
race/ethnicity, alcohol use, tobacco use, and no
prenatal care or inadequate prenatal care use, had
very little impact on the overall RR.
When the three largest racial/ethnic groups
were considered separately, the trends in risk for
infant mortality among adolescent childbearing
age groups resembled the trends noted in the en-
tire birth cohort, although the magnitude of the
risks differed between ethnic groups. Within the
non-Hispanic white population, the risk for in-
fant mortality among the #15-year-old age group
was 70% greater than the risk for the 18–19-year-
old reference group. In the Mexican American
population, the risk for the #15-year-old group
was almost 80% greater than the risk for the
18–19-year-old group. In the non-Hispanic black
population, the risk for infant mortality associ-
ated with mothers #15 years old was 35% as com-
pared with mothers 18–19 years old in the refer-
ence group.
For those infants born to mothers #15 years
old, 62% of birth certificates did not contain in-
formation about the father. When the father’s age
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TABLE 1. INFANT MORTALITY RATES PER 1000 LIVE BIRTHS FOR SINGLETON, FIRST BIRTHS IN THE
UNITED STATES, 1995–1996, BY MATERNAL AGE GROUP AND MATERNAL RACE/ETHNICITY
Non-Hispanic Non-Hispanic Mexican
Full cohorta white black American
Age group IMR IMR IMR IMR
(years) n 5 777,762 n 5 375,290 n 5 191,488 n 5 129,736
#15 8.1 9.5 8.4 6.4
16–17 6.3 6.9 6.8 4.2
18–19 5.4 5.4 6.5 3.8
aIncludes all racial/ethnic groups in the United States (non-Hispanic white, non-Hispanic black, Mexican Ameri-
can, Puerto Rican, Cuban, Central/South American, other). n 5 total number of births in 1995 and 1996.
was reported, 63% were at least 3 years older and
29% were at least 5 years older than the young
mother.
We investigated the possibility that there may
be a systematic reporting bias on the birth cer-
tificates of infants born to the youngest mothers.
Figure 1 shows rates of missing data for selected
variables in our dataset. The percent of fathers
not reported for single mothers is much higher
for the younger mothers. Nonreporting for other
variables—tobacco use, alcohol use, prenatal
care, and maternal education—have fairly stable
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TABLE 2. CRUDE RR AND ADJUSTED RR FOR INFANT MORTALITY ASSOCIATED WITH
MATERNAL AGE GROUPS, STRATIFIED BY RACE/ETHNICITYa
Full cohort Non-Hispanic white Non-Hispanic black Mexican American
Age group Crude Adjustedb Crude Adjustedc Crude Adjustedc Crude Adjustedc
(years) RR RR RR RR RR RR RR RR
#15 1.56 1.56 1.77 1.71 1.30 1.35 1.67 1.79
(1.42, 1.71) (1.40, 1.74) (1.53, 2.04) (1.45, 2.00) (1.12, 1.51) (1.15, 1.59) (1.31, 2.11) (1.31, 2.44)
16–17 1.19 1.19 1.29 1.26 1.05 1.06 1.09 1.17
(1.11, 1.27) (1.10, 1.28) (1.18, 1.40) (1.15, 1.39) (0.94, 1.19) (0.93, 1.21) (0.91, 1.31) (0.92, 1.50)
aReference group: 18–19-year-old mothers. (95% prediction interval).
bAdjusted for race/ethnicity (non-Hispanic white, non-Hispanic black, and Mexican American), alcohol use, 
tobacco use, and no prenatal care/inadequate prenatal care utilization.
cAdjusted for alcohol use, tobacco use, and inadequate prenatal care utilization.
FIG. 1. Frequency of missing information on a birth certificate for specific items. (Frequency of missing information
about the father of the infant was calculated for single mothers only.)
rates of missing data across the age span, sug-
gesting that the reporting bias is specific to pa-
ternity. Considering this marked difference in the
frequency of missing information about fathers,
not reporting the father was analyzed as a di-
chotomous risk factor variable in further analy-
sis.
Not reporting the father on the birth certificate
was associated with higher infant mortality for
most groups (Table 3). Among all births in the
#15-year-old group, the adjusted RR for infant
mortality associated with not reporting the father
on the birth certificate was 24% greater compared
with when the father was reported. The adjust-
ments for no prenatal care or inadequate prena-
tal care and birth weight imply that there are
other factors accounting for this increased risk for
infant mortality that may be included in the
marker for paternity acknowledgment. Findings
were similar for 16–19-year-old mothers (there-
fore, the data are presented as an aggregate), with
a 20% greater risk associated with not reporting
the father on the birth certificate. In the #15-year-
old group, non-Hispanic white infants have the
highest adjusted RR for infant mortality associ-
ated with not identifying the father on the birth
certificate compared with non-Hispanic white
mothers who report the father on the birth cer-
tificate. Mexican Americans in the youngest age
group were found to have the lowest adjusted
risk for infant mortality associated with paternity
acknowledgment.
Early adolescent childbearing has been linked
with many traditional risk factors associated with
infant morbidity and mortality (Table 4). Within
the #15-year-old group, many of the listed risk
factors have elevated unadjusted RRs when
looked at as independent variables. However,
when all these potential risk factors were put into
the multivariable logistic model, only failure to
report the father was found to be a significant risk
marker for infant mortality.
DISCUSSION
Our results suggest that teens who bear chil-
dren should not be considered as a single group,
as is often the case when reporting statistical data
or designing prevention programs. Based on the
overall risk for infant mortality in singleton first
births, our analysis suggests that when adoles-
cent childbearing is evaluated as three separate
age groups, #15-year-olds, 16–17-year-olds, and
18–19-year-olds, there are marked differences
among the groups. The risk for infant mortality
associated with a child having a mother who is
#15 years old is 56% greater than if a mother is
18–19 years old. Children born to mothers 16–17
years old have intermediate outcomes.
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TABLE 3. RELATIVE RISK FOR INFANT MORTALITY ASSOCIATED WITH NOT REPORTING
FATHER OF INFANT ON BIRTH CERTIFICATE FOR SINGLE MOTHERSa
Age group Crude RR Adjusted RR
(years) (95% CI) (95% CI)
Full cohort #15 1.32 1.24b
(1.10, 1.59) (1.02, 1.51)
16–19 1.33 1.20b
(1.24, 1.44) (1.11, 1.30)
Non-Hispanic white #15 1.41 1.34c
(1.05, 1.89) (0.99, 1.82)
16–19 1.23 1.15c
(1.11, 1.36) (1.03, 1.27)
Non-Hispanic black #15 1.15 1.02c
(0.85, 1.55) (0.75, 1.39)
16–19 1.34 1.25c
(1.18, 1.53) (1.09, 1.43)
Mexican American #15 1.55 0.86c
(1.01, 2.39) (0.50, 1.46)
16–19 1.49 1.35c
(1.18, 1.88) (1.05, 1.74)
aReference group: father identified on the birth certificate for single mothers within specified age group.
bAdjusted for maternal race/ethnicity, no care/inadequate prenatal care, and birth weight.
cAdjusted for inadequate prenatal care and birth weight.
When we stratified IMRs by the three largest
U.S. race/ethnic groups, the decreasing IMRs
with increasing age were parallel to each other.
The IMRs for non-Hispanic whites, non-Hispanic
blacks, and Mexican Americans were similar in
the younger age groups. Consistent with previ-
ously published reports, however, notable differ-
ences appeared in rates among the 18–19-year
olds,10 with non-Hispanic black infants having
the highest mortality rates. Previous population-
based analyses did not routinely break down
IMRs by adolescent age subgroups. Therefore, the
findings for the youngest teens are not as well
known.
For Mexican Americans, the rates of infant
mortality were lower in each age group com-
pared with other U.S. populations. We could find
no clear explanation for these findings. Other re-
searchers have noted the lower rates of poor birth
outcomes in Mexican Americans as compared
with U.S. non-Hispanic whites and non-Hispanic
blacks and have suggested several explanations:
a protective social environment allowing adher-
ence to traditional Mexican culture while in the
United States,20 the healthy migrant theory—only
healthy women cross the border to deliver their
infants in the United States, an underreporting of
Mexican American infant deaths on return to
Mexico, and misclassification of Mexican ethnic-
ity in U.S. vital statistics.21 The reason for the
lower rates of infant mortality among the Mexi-
can American population is a combination of
many of these factors and other factors most
likely to be explored.
In addition to IMRs, the RR for infant mortal-
ity associated with maternal age groups was also
similar among racial/ethnic groups. Non-His-
panic white race was associated with the greatest
risk for infant mortality in the #15-year-old age
group compared with 18–19-year-olds. The
16–17-year-old age group was also associated
with an increased risk for infant mortality com-
pared with the 18–19-year-old group. For both
non-Hispanic blacks and Mexican Americans,
however, only the #15-year-old group was asso-
ciated with an increased risk for infant mortality
compared with the older group within that
race/ethnicity. The lower RR associated with the
early adolescent group in non-Hispanic blacks
may be explained by the overall elevated rates of
infant mortality in the non-Hispanic black popu-
lation. Thus, there is not as dramatic a difference
in RR when comparing two maternal age groups
within the non-Hispanic black population.
Fathers not identified on a significant number
of birth certificates for single early adolescent
mothers (62% missing for those mothers #15
years old) suggested the possibility that lack of
paternity identification could be a risk marker for
the increased risk of infant mortality in the
youngest adolescent group. Within the #15-year-
old age group, the risk for infant mortality asso-
ciated with not reporting the fathers, compared
with when the father was reported, was elevated
for all racial/ethnic groups. However, the risk
was highest for infants born to non-Hispanic
white early adolescent mothers.
Not reporting paternal age could represent an
attempt to protect the fathers from social or legal
consequences, although interpreting failure to
identify the father on a birth certificate is diffi-
cult. This variable most likely incorporates a het-
erogeneous group of factors, and caution should
be used when interpreting this as a marker for
paternal involvement. The other factors it may
represent include poor social support, statutory
rape, expectation that the father will not be in-
volved in child rearing, inability to identify the
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TABLE 4. RR FOR INFANT MORTALITY ASSOCIATED WITH SELECT RISK FACTORS WITHIN
THE #15-YEAR-OLD AGE GROUP FOR 1995 AND 1996 BIRTH COHORTS
Risk factor Reference group Overall RR
Father not identified Father identified 1.32
on birth certificate on birth certificate
No care/inadequate Adequate/moderate 1.04
prenatal care utilization prenatal care
Non-Hispanic black Non-Hispanic white 0.89
Alcohol use No alcohol use 1.63
Tobacco use No tobacco use 1.48
Pregnancy weight gain Weight gain 1.31
,20 pounds $20 pounds
father, refusal by the father to take responsibility
for the infant, or regulatory barriers imposed by
the hospital or state. The requirements and bar-
riers for acknowledging paternity vary by state.
However, there are similarities among most
states in that they require the assent of the father
before the name may be added to the birth cer-
tificate. The prevalence of failure to identify the
father of the infant varies among age groups and
may reflect different social environments for 
women in each age group. Statutory rape and
abusive relationships may have a role in these
early adolescent pregnancies and perhaps infant
mortality, as when fathers were reported, more
than 60% would qualify for a statutory rape des-
ignation in 45 of the 51 United States and District
of Columbia.22 Further investigation is needed to
target the barriers to reporting fathers in this spe-
cific age group.
It is important for healthcare providers to de-
termine why early adolescent childbearing is a
high-risk condition. Biological immaturity3 does
not tell the whole story. Some researchers have
used biological immaturity to explain the higher
rates of poor birth weight in younger teens. When
we adjusted for birth weight in our analysis, how-
ever, the risk for infant mortality associated with
failure to report the father was elevated. Part of
the story may be domestic violence or physical
abuse, as adolescents with poorer birth outcomes
have a higher prevalence of physical abuse dur-
ing pregnancy.23 The same social situation that
predisposed the early adolescent to the risk of be-
coming pregnant may continue after the birth of
the child if no intervention is provided.24 For ex-
ample, Overpeck et al.25 reported that the earli-
est teen mothers, those #14 years old, had more
than a 6-fold increased risk for infant homicide
compared with adults.25 That study suggested
that the negative social influences that may have
predisposed a young girl to have a child as an
early adolescent may continue after the birth of
the child.
The strengths of analyzing this database in-
clude the power to use infant mortality as a birth
outcome rather than an intermediary determi-
nant of poor birth outcomes, such as low birth
weight or preterm delivery. A population-based
cohort that includes all births in the United States
for 2 years allowed us to make relevant compar-
isons among adolescent subgroups, including the
three largest racial/ethnic groups in the United
States. Because we were not using a sample, our
measures of association for the dataset are ab-
solute means for the population studied. There-
fore, prediction intervals were used to determine
potential variability in the point estimate for
other birth cohort years.
Our study has several limitations. We were
constrained by the information included in the vi-
tal statistics registry and, therefore, were not able
to determine sociodemographic, financial, or per-
sonal information that may have affected birth
outcomes. Although we did not measure a sig-
nificant impact of prenatal care use on infant mor-
tality, we did not have any measure of the con-
tent of prenatal care received. Consequently, it is
difficult to know whether targeted interventions
and support during the prenatal period would
improve birth outcomes and maternal well-being.
Given the substantial number of young teen
mothers who receive inadequate or no prenatal
care, attempts to remove barriers to prenatal care
delivery may still be beneficial for this vulnera-
ble population.
In light of our findings, it seems that the earli-
est teens, who have been relatively ignored in
other analyses of teen childbearing, are at high-
est risk for poor birth outcomes. Whereas previ-
ous studies show that older teens, 18–19-years
old, are at the same or lower risk for poor birth
outcomes as adults,2,8 programs and policies
have been directed at decreasing pregnancies and
improving prenatal care in this older teen group.
Studies should focus on the underlying causes of
increased risk in the youngest mothers to more
effectively direct programs and national policies
that may improve conditions for both young
mothers and their children.
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